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 This was a revisit for the federal ESRD 

recertification survey completed on 8-23-13

Survey Dates:  10-7-13

Facility #:  005139

Medicaid Vendor #:  100217180A

Surveyor:  Vicki Harmon, RN, PHNS

One (1) condition and nine (9) standards were 

found to corrected as a result of this survey.

FMC Indianapolis North was found to be in 

compliance with the Conditions for Coverage for 

ESRD facilities found at 42 CFR Part 494.

Quality Review: Joyce Elder, MSN, BSN, RN

October 9, 2013
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